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Introduction 
Endobronchial papillomas are uncommon. The most 
frequently discovered variety is the squamous papilloma. 
Bronchial papillomas have been classified into the following 
groups. 
l Multiple papillomatosis, usually seen in children, 
affecting the larynx, trachea and main bronchi. 
l Multiple inflammatory polyps, usually arising from the 
mucosa of patients with chronic respiratory disease. 
l Solitary bronchial papillomas (1,2). These are rare 
tumours which usually occur in middle age and are 
generally located in lobar or segmental bronchi. They are 
much more frequently lined by squamous than columnar 
epithelium (3). The present case report describes one such 
solitary columnar bronchial papilloma. 
Case Report 
In October 1994, a 48-year-old man was referred from a 
local psychiatric hospital in which he was a long-stay 
patient. He had been treated for pulmonary tuberculosis 
(PTB) for 9 months in 1979 and had an abnormal chest 
radiograph since then, showing left-sided apical calcifica- 
tion consistent with old PTB. On routine physical exami- 
nation, he was discovered to have finger clubbing. He had 
been smoking 20 cigarettes per day for over 20 yr. He had 
a further chest radiograph which demonstrated a new 
suspicious area at the left hilum, and he was referred for a 
specialist pulmonary opinion. 
Physical examination confirmed finger clubbing and 
marked nicotine staining of the fingers of both hands. The 
remainder of his examination was normal. The chest radio- 
graph demonstrated scarring at the apex of the left lung 
consistent with old PTB. In addition, there were a number 
of different-sized opacities throughout both lung fields. A 
computed tomographic (CT) scan of the thorax confirmed 
that these were calcified areas associated with the previous 
history of PTB. A soft tissue lesion (1 cm in diameter) was 
identified at the right hilum. 
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Three sputum samples grew Streptococcus pheumoniae 
but not acid-fast bacillus (AFB). Bronchoalveolar lavage 
samples were negative for AFB, cytology was normal. 
Sputum cytology was also normal. Pulmonary function 
tests demonstrated a forced expiratory volume in 1 s 
(FEV,) of 1.24 1 (31% predicted) and a forced vital capacity 
(FVC) of 2.86 1(58% predicted) with an FEV,:FVC ratio of 
0.55 consistent with a moderate obstructive defect. 
Video fibre-optic bronchoscopy demonstrated a red-pink 
glistening nodule rising from the superior segment of the 
right lower lobe bronchus which partially obstructed the 
lumen (Plate 1). This nodule was subsequently excised 
completely using rigid bronchoscopy. 
The histology of the lesion (Plate 2) showed a branching 
papillomatous structure with a central fibrovascular core, 
which measured approximately 0.7 cm in diameter post 
fixation. The papillary fronds were covered by ciliated 
columnar epithelium of a respiratory type which was 
pseudostratified in places. The fibrovascular core contained 
PLATE 1. Video fibre-optic bronchoscopy demonstrating a 
red/pink, glistening, nodular lesion, partially obstructing 
the lumen of the right lower lobe bronchus, prior to 
endoscopic excision. Permission for the reproduction of 
this illustration has been obtained. 
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PLATE 2. Histology of the nodular mass lesion shows a 
papillomatous structure containing a central fibrovascular 
core and a mild mainly lymphocytic infiltrate. The papil- 
lary fronds are covered by ciliated columnar pseudo- 
stratified respiratory epithelium. Permission for the 
reproduction of this illustration has been obtained. 
a mild chronic inflammatory cell infiltrate which was 
mainly lymphocytic. 
The lesion did not contain any squamous epithelium nor 
was there evidence of any specific infection, dysplasis 
or malignancy. Overall, the appearance was of a simple 
bronchial papilloma convered by columnar respiratory type 
epithelium. There has been no evidence of recurrence of the 
papilloma 18 months post excision. The patient continues 
to show marked finger clubbing. 
Discussion 
A solitary columnar bronchial papilloma was discovered in 
a middle-aged male smoker with finger clubbing and a 
history of PTB. There are only eight previous cases of such 
lesions reported in the literature, and to the authors’ 
knowledge, none of these patients demonstrated finger 
clubbing. There was no evidence to suggest that the patient 
also had an intercurrent malignancy. Cytology was normal. 
Chest X-ray changes were attributable to the history of 
PTB, and 18 months later, the patient remains well. In the 
absence of any other cause for the patient’s finger clubbing, 
it is reasonable to suggest that it may be related to the 
papilloma discovered. 
Seventy-eight percent of columnar papillomas described 
have originated in the right upper lobe bronchus (4). All 
cases, including the present case, have been located in 
proximal or segmental bronchi. Aetiology is unclear. 
Bronchial papillomas of the solitary squamous variety 
occur mainly in middle-aged males. Smoking may play a 
role. It is unlikely that the previous history of PTB con- 
tributed to the development of this patient’s papilloma. 
There was no evidence of active disease at the time of 
presentation and, if anything, chronic inflammation is more 
likely to be associated with multiple lesions. The patient’s 
lack of symptoms is attributable to the fact that the 
papilloma was only partly occluding the bronchus. These 
tumours may present in a wide variety of ways ranging 
from asthma-type symptoms to haemoptysis, with cough 
being the most common symptom. 
Malignant transformation is known to occur in solitary 
squamous papillomas (56). As many as one-third have 
dysplastic cells, carcinoma in situ or invasive carcinoma. 
Smoking is thought to increase the risk of transforma- 
tion. The risk of progression to malignancy in columnar 
papillomas has not been defined. Follow-up information 
on the cases reported is scant, however, malignant 
transformation has not been reported to date. 
The possibility of progression to malignancy has 
implications for management of these lesions. Tra- 
ditionally, treatment has involved lobectomy. Fifty percent 
of columnar papillomas reported were treated in this 
manner (4). This is not ideal for a number of reasons. 
Firstly, progression to malignancy has not been described. 
Secondly, such patients (middle-aged male smokers) are at 
risk of developing a malignancy at a second site when 
lobectomy may be life-saving (7). Finally, a successful 
alternative treatment in the form of endoscopic exision is 
available. Used successfully to treat squamous papillomas, 
with laser vaporization to the stump to prevent recurrence 
(8), this mode of treatment carries far less morbidity and 
mortality than thoractomy. 
In the present case, the lesion was excised successfully at 
bronchoscopy. Laser therapy was not used as it is not 
available at the authors’ centre. The patient will be followed 
closely with repeat bronchoscopy to screen for recurrence 
of the papilloma and the development of malignancy, 
particularly in view of his finger clubbing. To date, there is 
no evidence of either. 
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